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AN ANALYSIS OF THE EMERGENCY RESPONSE IN NORTHEASTERN 
NIGERIA AND ITS ABILITY TO CONTRIBUTE TO SUSTAINED MENTAL 
HEALTH CARE REFORM 
 
DAMILOLA IYIOLA  
ABSTRACT 
 The conflict in Northeastern Nigeria has left the region with an increasing 
death toll of 20,000 and has caused mass displacement of over 2.3 million(1)(2). 
The impacts of conflict are far reaching and has adverse consequences on the 
mental health of affected populations(3). Nigeria’s mental health system does not 
have the structure or resources to accommodate its mental health burden. 
Translating the emergency response in Northeastern Nigeria into sustained 
improved mental health care may be useful toward implementation of Nigeria’s 
mental health policy and nationwide mental health reform. 
The purpose of this thesis is to analyze how the emergency response in 
Northeastern Nigeria may be leveraged to contribute toward an improved mental 
health system. A literature review was conducted in order to review case studies 
of regions which have strengthened their mental health systems after and during 
an emergency. Additionally, best practices for mental health systems 
strengthening were reviewed.  
Findings show that a strengthened mental health system may be achieved by 
the government making an early commitment to seizing the emergency response 
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as an opportunity to reach this goal. The emergency response could adopt key 
strategies such as developing a local workforce and using established tools to 
guide service provision. Additionally, the investment of key stakeholders and a 
commitment toward decentralization and scaling up community-based services is 
recommended. Such an approach may be beneficial toward improved mental 
health care in Northeastern Nigeria and may be useful to Nigeria as a whole.  
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INTRODUCTION 
 
Since 2009, Northeastern Nigeria has been plagued with tragedy as a 
result of Boko Haram’s insurgency. Boko Haram is a terrorist group that has 
perpetuated violent unrest in the region for over seven years now. Although the 
government of Nigeria has attempted to contain the group through mandates and 
military intervention, these efforts have been largely unsuccessful and the 
violence has spread to the neighboring countries of Niger, Chad and Cameroon. 
This has left an increasing death toll of 20,000 and mass displacement of 
approximately 2.3 million people(1)(2). 
 Conflict is associated with an increase in the incidence and prevalence 
rates of mental disorders (3). These rates are associated with the degree of 
psychologically traumatic events and the availability of physical and emotional 
support (3). The population affected by the Boko Haram insurgency witness 
various psychologically traumatic events. The mental health infrastructure in 
Northeastern Nigeria was weak before the conflict and faces the risk of being 
further weakened by the conflict. In order to address the increasing mental illness 
burden in the region, there is an ongoing emergency response in the region. The 
humanitarian response has included mental health and psychosocial support 
provided by the government and local and international non-governmental 
organizations and agencies(4).  
Research from several populations affected by war and conflict 
demonstrate that the impact of trauma caused by conflict is long term(5). 
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Therefore the mental health burden of conflict and post-conflict zones require 
sustained attention beyond a short-term emergency response(5). Humanitarian 
responses address the pressing mental health needs that have resulted as a 
consequence of the emergency. Often times, especially in low and middle-
income countries, humanitarian mental health responses temporarily fill service 
needs that have existed even before the onset of the emergency. Unfortunately, 
most of these services are not sustained after the crises(6). Despite strong 
assistance, much of the efforts are not invested in strengthening mental health 
systems(6). Thus opportunities to strengthen mental health systems are missed. 
Without proactive effort, Nigeria is at risk of a similar outcome. 
This thesis asks and hopes to answer the following question; can the 
emergency response in Northeastern Nigeria be used to strengthen Nigeria’s 
mental health system?  
 
METHODS 
This thesis attempts to answer this question by; 
- Predicting the burden of mental illness in Northeastern Nigeria. This is 
done by reviewing an assessment of mental health needs among 
Internally Displaced People (IDP) in Yola and by analyzing literature on 
the effects of conflict on mental illness in low-resource settings similar to 
the regions directly affected by the Boko Haram conflict 
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- Reviewing the current emergency response by researching the 
stakeholders involved in the response, the services they provide and their 
coverage 
 
- Analyzing the Nigerian mental health system by reviewing national 
documents on mental health and literature assessing major domains of 
the mental health system. The domains assessed are the domains 
specified by the World Health Organization Assessment Instrument for 
Mental Health Systems (WHO-AIMS) guidelines to assessing a mental 
health system and Nigeria’s 2006 WHO AIMS report was reviewed 
 
- Analyzing how the emergency mental health response can be leveraged 
to strengthen the national mental health system by reviewing success 
cases in the WHO’s Building Back Better and by reviewing the IASC and 
Sphere Project Intervention Pyramid and the WHO’s Service Organization 
Pyramid 
 
TERMINOLOGY 
 
 
Mental disorder; health conditions involving changes in thinking, emotion or 
behavior (or a combination of these). Mental illnesses are associated with 
distress and/or problems functioning in social, work or family activities(7). 
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Mental Distress; Mental distress is a mental health problem which manifests 
with different levels of depressive, anxiety, panic or somatic symptoms. It also 
presents with confused emotions, hallucination and related symptoms without 
actually being ill in a medical sense(8). 
Mental Health; Involves effective functioning in daily activities resulting in 
productive activities (work, school, caregiving), healthy relationships and ability to 
change and cope with adversity(7).  
Mental Illness; refers collectively to all diagnosable mental disorders  
 
 
BACKGROUND 
The World Health Organization (WHO) defines mental health as “a state of 
well-being in which every individual realizes his or her own potential, can cope 
with the normal stresses of life, can work productively and fruitfully, and is able to 
make a contribution to her or his community”(9). Millions of people worldwide 
across all demographics of gender, age, socio-economical status or geographical 
location, are unable to reach this ideal state of mental health. 
Five of the ten leading causes of disability world-wide are neuropsychiatric 
disorders (10). Mental disorders account for 13% of the global burden of 
disease(11). By 2030, the burden is expected to rise to 15% and it is predicted 
that depression will become the second highest contributor to the global burden 
of disease(11).  
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Mental disorders contribute substantially to morbidity, mortality, loss of 
economic productivity and poverty(10). The former WHO Director General, Dr. 
Margaret Chan has said, “Mental health is essential for achieving person-
centered and holistic primary health care”(11). People with mental disorders are 
at a higher risk of suffering from comorbid physical illnesses because they often 
suffer from diminished immune functions, high risk health behavior, poor 
adherence to treatment and face social barriers to treatment (11).  
Despite the large contribution that mental illness contributes to the global 
burden of disease, the treatment gap worldwide exceeds 50%(12). Meaning that 
more that half the people who need mental health care do not receive it. In the 
worlds’ least resourced countries, many of which are concentrated in Sub-
Saharan Africa, the treatment gap reaches 90% (12). The causes of such large 
treatment gaps are multifactorial and include lack of interest, prioritization and 
awareness on the importance of mental health, lack of funding, stigma and 
misconceptions about mental illness. Many of these factors compound into a 
weak mental health system.  
To combat the large treatment gap, evidence based interventions tailored 
to low resource settings have been developed. An example is the Mental Health 
Gap Action Programme Intervention Guide (mhGAP-IG), which is a set of 
guidelines provided by the WHO on mental health care delivery mechanisms in 
low-resource non-specialist settings for eight mental, neurological and substance 
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use disorders(13). Despite such developments, many countries still struggle with 
scaling up interventions (12).   
“Africa bears more than 24% of the global burden of disease, but has 
access to only 3% of health workers and less than 1% of the world’s financial 
resources”(14). With such limited resources, urgent, tactical and efficient 
measures must be taken in order to address health needs. Such an approach is 
by finding opportunities, even in tragic situations such as humanitarian 
emergencies, to develop a sustainable and improved system of health care 
delivery. 
 
Mental Health in Emergencies 
After emergencies, populations are more likely to suffer from mental 
health challenges. Some develop new mental disorders, many are in 
psychological distress and those with pre-existing disorders have more need for 
mental health care (15). Although mental health needs are often neglected in low 
and middle income countries, emergency situations may present as opportunities 
to improve mental health care in affected regions(15).  According to the WHO, 
“The surge of aid, combined with sudden, focused attention on the mental health 
of the population, creates unparalleled opportunities to transform mental health 
care for the long term.”(15). Therefore a humanitarian response provides a 
momentum of interest in mental health that can be leveraged to long-term mental 
health reform.  
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Nigeria: Country in Context 
Nigeria is a West-African country. With over 190 million people, it is the 
most populous country on the African continent and it projected to become the 
third most populous country 
in the world by 2050(16). Its 
population consists of over 
250 ethnic groups and at 
least 500 languages are 
spoken(17). Nigeria gained 
independence from British 
colonial rule in 1960 and its 
national language is English. 
The country is composed of 
36 states divided into six geopolitical zones (North-East, North-West, North-
Central, South-East, South-South and South-West). The zones differ among and 
between themselves economically and culturally, with the highest concentration 
of poverty in the northern region. Approximately 50% of the population are 
Muslim, 40% Christian and 10% have indigenous beliefs(17). 
Nigeria has the biggest economy in Africa and according to the World 
Bank, it is a lower middle-income country (LMIC)(1)(18). With about 46% of its 
population living in poverty, Nigeria has stark economic disparity and it performs 
poorly on most health indicators(19). The average life expectancy is 54.5 years 
Figure 1. Map of Nigeria showing 
geopolitical zones 
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of age(20). The maternal mortality rate is one death per 13 births and the under 
five-mortality rate is one death for every five children(20). 
 
Situation in Northeastern Nigeria 
The translation of “Boko Haram” is “Western education is sacrilege”. Since 
2009, the sect has perpetuated violence, which has majorly affected the 
Northeastern states of Gombe, Borno, Yobe and Adamawa and neighboring 
regions in Niger, Chad and Cameroon(1)(21). Boko Haram’s agenda is to replace 
Nigeria’s secular government with an Islamic state. The sect operates via suicide 
bombings, murder, destruction, and by abducting and raping children and 
women. The conflict in Northeastern Nigeria has erased any perception of safety, 
devastated the region’s economy, and significantly worsened public health. This 
is captured in poor performance across several key health indicators such as 
increases in maternal and child mortality, malnutrition and polio cases. The 
decline of the region’s health status is due, in part, to the destruction of 
healthcare facilities. In addition, healthcare workers have been murdered or have 
fled to safety, essential medicines cannot be delivered to high risk areas and 
many displaced people cannot be reached with immunizations or other 
healthcare services (22).  
Over half of the 2.3 million people displaced by Boko Haram are children 
and an estimated half a million children have been orphaned or separated from 
their parents (22). In the first four months of 2017, 27 children have been used in 
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suicide attacks making a total of 117 children since 2014 (15). Another stunning 
example of Boko Haram’s infringement on child rights and safety is the abduction 
of 276 girls from their school in Chibok. While some of these girls escaped or 
were released, 219 of these girls are still being held captive and have been 
subjected to sexual violence and forced marriage (21).  For decades, even 
before the onset of the Boko Haram insurgency, the Northeast region has scored 
lowest in the country on most human development indices(23). The conflict has 
worsened existing problems and created new ones(23).  
 
Implications of Conflict on Mental Health 
A large proportion of conflict-affected people have mental health needs 
resulting from traumatic experiences related to the insurgency(23). 
Approximately 10% of people that experience traumatic events will have serious 
mental health challenges and 10% will develop behavior that hinders their 
functionality(3). Though there are a variety of responses to highly stressful 
events, the most common mental disorders are depression, anxiety disorders 
and psychosomatic problems such as insomnia and backaches(3)(24). The 
greater the exposure to physical and psychological trauma, the stronger the 
symptoms of mental disorders(3).  
As shown in Table 1, after an emergency, there is a 3-4% increase in 
prevalence of severe mental disorders, 15-20% increase in mild or moderate 
mental disorders and there is a large increase in non-disorder mental distress 
	10 	
(15). Amongst populations affected by war and forced migration, the prevalence 
of post-traumatic stress disorder (PTSD) ranges between 14-37%. PTSD is the 
intrusive recollection of traumatic events with symptoms such as avoidance 
behavior, reduced functioning and hyper arousal(24).  PTSD has a dosage effect 
whereby the severity and number of traumatic events exacerbates an individual’s 
symptoms. Another common presentations of distress are via somatic disorders 
that are physiological complaints that reflect traditional modes of help seeking. 
This includes headaches, fatigue, dizziness and non-specific pain in the torso 
and limbs(25). 
 
Table 1. World Health Organization projections of mental disorders in adult 
populations affected by emergencies 
 
In conflict settings, children are the most vulnerable populations to mental 
illness(5). Of the 4.8 million people in the region that are affected by the conflict, 
at least 1.3 million are children (2)(22). These children are exposed to frequent 
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bombings, destruction of communities, abductions, physical assault, rape and 
murder. They also face displacement, food scarcity and lack of access to 
healthcare and education. Such hardships, coupled with the delicate nature of 
child development, place children at a high risk of developing PTSD and other 
types of mental illness (26). 
In general, mental health and well being is influenced by individual 
attributes, social circumstances and environmental factors(27). These are 
determinants of mental health. They interact dynamically to threaten or protect an 
individual’s mental health (Table 2) (27). In conflict zones, protective factors 
which protect individuals from mental illness tend to diminish while adverse 
factors which place individuals at a high risk of developing mental disorders 
accumulate (26).  
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Table 2. Determinants of Mental Health; Adverse factors and protective 
factors on three levels which may interact with each other to influence 
mental health outcomes 
 
Social support of family and friends and good family interaction are 
protective factors against poor mental health outcomes. Children tend to have 
reasonably healthy emotional well-being when they are with parents and 
caregivers who can cope with the pressures of their situation(25). Due to the 
Boko Haram insurgency many children have been orphaned, separated from 
their families or have a parent who is suffering from a mental disorder. Therefore 
many children in Northeast Nigeria have lost this, as well as other protective 
factors and have acquired many adverse factors, thereby increasing their risk of 
poor mental health outcomes(26).  
Emergencies create problems on all levels of life including the individual, 
family, community and societal levels(28). Additionally, emergencies amplify pre-
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existing problems of social injustice and inequality(28). In Northeastern Nigeria, 
these include poverty and gender inequality, factors, which have been further, 
exacerbated due to the conflict. Many have lost their properties and livelihood 
and high rates of gender-based violence have been reported both within and 
outside internally displaced people’s camps(2).  
Despite the hardships faced, some people show resilience. Resilience is 
an individual’s ability to cope well despite adversity(29). It is “the attainment of 
desirable social outcomes and emotional judgment, despite exposure to 
considerable risk”(26). Whether a person is able to exhibit resilience is 
dependent on numerous interactions of social, psychological and biological 
factors(29). Coping strategies promote resilience, but maintenance of these 
strategies becomes vulnerable as conflicted affected people in Northeast Nigeria 
face stressful events related to the insurgency(30).  
An assessment of psychosocial needs and resilience factors of IDPs in 
Yola (a Northeastern Nigerian state with a high concentration of IDP and conflict 
affected people) found that 37.2% of IDP partake in prayer, which is a resilience 
promoting coping mechanism (Table 3) (30). This indicates that a substantial 
proportion of IDPs use religion as a method of psychological support which 
minimizes the effect of war-related psychological trauma. The study found that 
22.6% of the IDPs partake in recreational activities, 18.8% participate in income 
generating activities and 9.6% sit in groups to discuss their challenges(30). This 
offers a useful insight to possible avenues for mental health promoting 
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interventions not only in IDP camps, but also for a mental health system which 
can scale up  
 
Table 3. Results of International Organization for Migration (IOM) Needs 
Assessment on the individual level in Yola  
 
 The psychological impact of emergencies may be acute in the short term, 
but they also negatively impact the long-term mental health and psychosocial 
well being of a population (28). Mental disorders are associated with persistent 
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dysfunction or lack of functionality(5). This is linked to poverty, decreased poor 
nutritional, health and educational outcomes and decreased contribution and 
benefit from development efforts(5). Therefore unaddressed mental disorders 
may hinder efforts to rebuild and develop social capital in Northeastern 
Nigeria(5).  
 
Mental Health System in Northeastern Nigeria 
Excluding the emergency response, Northeastern Nigeria has a weak 
mental health system. According to a 2012 study, in Northeastern Nigeria only 
1% of the region’s health budget was allocated to mental health, with 75% of it 
going to curative measures in the regional psychiatric hospital(31). Northeast 
Nigeria, consists of six states with a population of about 24.5 million people and 
has only one psychiatric hospital (the Federal Neuropsychiatric Hospital in 
Maiduguri) and 5 general hospital psychiatric units(32). In the past decade, 83% 
of people seeking mental health care received it from the region’s single tertiary 
hospital(32). The number of people that seek care falls far below the estimated 
amount of people that need the care. This is due to various factors including lack 
of awareness, stigma, cultural alternatives (such as going to traditional healers), 
distance, cost and insecurity in the region(32).  
In 2012, there were 13 psychiatrists and two psychologists serving 
Northeastern Nigeria. Thus there were 0.069 psychiatrists per 100,000 people, 
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this is below the national average of 0.15 psychiatrists per 100,000 people, and 
far below the world average of 1.27 per 100,000 people(33)(34)(35)(32).   
The general health sector in Northeastern Nigeria suffers as a result of the 
insurgency. Boko Haram has targeted and murdered health workers and has 
destroyed several health facilities(23). Many health care workers have fled the 
region and two thirds of the health facilities have been damaged. As a result, 
there is an unmet demand for health workers, inadequate supply of essential 
medicines and a funding gap of 93.3%. The top obstacles to seeking medical 
care include cost, distance from health facility and lack of functional facilities (33).  
 
Emergency Response in Northeastern Nigeria 
Despite poor investment in the mental health sector prior to the conflict, the 
government and many organizations are now providing mental health care as an 
emergency response to the mass psychological trauma caused by the 
insurgency. Non-governmental organizations (NGOs) working to provide mental 
health and psychosocial sort in the region include; United Nations Children’s 
Fund (UNICEF), United Nations Population Fund (UNFPA), International 
Committee of the Red Cross (ICRC), International Rescue Committee (IRC), 
Adamawa Peace Initiative (API), Mercy Corps, Christian Rural and Urban 
Development Association of Nigeria (CRUDAN) and United Nations High 
Commissioner for Refugees (UNHCR)(30). These NGOs collaborate with various 
departments within and outside their organizations and with state governments to 
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provide interventions for populations affected by the conflict. They make use of 
existing infrastructure such as primary health centers, homes for unaccompanied 
minors, mobile and stationary clinics in official IDP camps and the psychiatric 
hospital(30). The government is also involved in the response. For example, the 
National Emergency Management Agency (NEMA) and State Emergency 
Management Agency (SEMA) are working to coordinate and to provide 
psychosocial support to displaced populations (30).  
Despite the dedicated response, these agencies are overburdened and 
are unable to reach the entirety of the population that needs these services(30). 
While struggling against common challenges associated with the provision of 
humanitarian mental health services, the emergency response faces several 
additional challenges due to weaknesses within the Nigerian mental health 
system(30).  
Mental Health in Nigeria 
In Nigeria, 20%-30% of the population is believed to suffer from mental 
disorders(36). Since the country has a population of about 200 million people, 
this means about 40- 60 million people in Nigeria are suffering from mental 
illness (18)(36). The prevalence of common mental disorders including 
depression, anxiety, hysteria and somatization is 0.5% and the prevalence of 
psychosis is at least 0.5% (10). The prevalence of mental disorders is highest 
among vulnerable populations including the poor, marginalized populations and 
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those affected by conflict(10). Mental disorders have stunted the success of 
prevention and control programs for persistent disease such as HIV/AIDS, 
malaria and tuberculosis (10).  
Despite the large burden of disease, similar to many other low and middle-
income countries, Nigeria has insufficient capacity to accommodate for its 
population’s mental health needs(37). Its challenges include: lack of policy 
priority for mental health, poor funding, inadequate human resources, human 
rights abuse and stigmatization and misconceptions about mental illness (37). 
There is a large treatment gap in Nigeria. In 2014, only one in five persons 
with a serious common mental disorder received any treatment in the 12 months 
before the assessment was taken(37). Despite evidence discrediting the efficacy 
of the practice, mental health care services have been concentrated in mental 
hospitals instead of integrated into primary care (10). Despite inadequate 
availability of treatment, there is also little investment into preventing mental 
illnesses.  
Nigeria has an inadequate workforce of psychiatrists to serve its large 
population (0.15 per 100,000)(32). Additionally, there has been large emphasis 
on the roles of psychiatrists with little consideration to the roles that other health 
care workers and other sectors can play in bridging the treatment gap (10). 
Health services are concentrated in major cities with little investment in 
community based services(10). There is a lack of coordination between primary, 
secondary and tertiary institutions. This leaves many who suffer from mild mental 
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disorders which could have been prevented and treated on the community or 
primary levels of care, with no option but to go to tertiary psychiatric hospitals. As 
a result, psychiatric hospitals are overburdened with overpopulation and 
inadequate workforce and resources(32).   
Stigma associated with mental illness is a barrier to prevention and 
treatment of mental disorders(38). It perpetuates human rights abuses, prevents 
many from seeking appropriate care and contributes to national leadership’s 
failure to prioritize mental health(38). Many believe that mental illnesses are 
spiritual attacks and that they can be treated through religion or with spiritual 
healers(38). This has left many people suffering from untreated mental illness. 
Many are likely to hide their illness, do not seek help or are too ashamed to seek 
support (38). Additionally many are discriminated against and are subjected to 
various forms of injustice such as being chained, beaten or neglected(38).  
 
THE NIGERIAN MENTAL HEALTH SYSTEM 
According to the WHO, a mental health system “is a set of interconnected 
parts that must function together to be effective” and if poorly functioning, gives 
rise to “inefficiencies, service gaps and compromised health outcomes”(11). The 
World Health Organization Assessment Instrument for Mental Health Systems 
(WHO-AIMS) is used to analyze a country’s mental health system(39). The last 
formal Nigerian WHO-AIMS report was in 2006(40). Below is a summary of the 
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assessment on the Nigerian Mental Health System looking at major themes and 
including updated statistics when available.  
Policy, Plans and Legislation 
“A mental health policy is an official statement by a government of health 
authority that provides the overall direction for mental health by defining the 
vision, values, principles and objectives, and establishes a broad model for 
action to achieve that vision.” (11). In 2013, a national policy was established to 
bridge the 22-year gap in which no amendments were made to Nigeria’s first 
mental health policy which was formulated in 1991(41)(10). The WHO 
recommends that to be effective, a health system’s plan should be accompanied 
with a detailed action plan that can be implemented in a systematic way (11). 
According to the 2013 National Policy for Mental Health Services Delivery, the 
Nigerian Ministry of Health has identified major strategies with which it aims to 
reform mental health care as follows: 
• mainstreaming mental and neurological health within national health, 
social welfare, education and criminal justice policy 
•  integrating mental and neurological health into the primary care system 
•  strengthening and developing existing systems for human resource 
development, information and communication 
•  decentralization of specialist mental and neurological health services  
•  strengthening management of mental and neurological health services  
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• encouraging intersectoral partnerships with other key Governmental 
Organizations (GOs) and NGOs 
• linking to educational programs in schools, workplaces, the community 
and the media 
• special emphasis on women and children 
• social and educational inclusion for people with intellectual disability (10). 
Despite the intentions of this policy, it is not accompanied with an explicit plan of 
action to ensure implementation of services toward the policy’s aims. 
In 2003, a bill for the establishment of the Mental Health Act was introduced 
to the National Assembly(42). The proposed Mental Health Act calls for the 
protection of the human rights of people with mental disorders and makes 
provision for mental healthcare and services. Fourteen years after the proposal, 
the bill has yet to be passed into law due to lack of sponsorship by leadership 
(42). Since the bill has not been passed into law, Nigeria still abides by the 
legislation of the 1958 Lunacy Act. This is a colonial law that does not align with 
international human rights standards and it fails to incorporate the scientific 
advancements made in the past six decades (43)(38). 
This reflects that despite the interest of some parties in instituting meaningful 
reform to the mental health system, the Nigerian government has attached little 
priority to the mental health needs of its population. It suggests that buy-in from 
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leadership may be an important factor in reforming Nigeria’s mental health 
system.  
Financing Mental Health Services 
Approximately 3.3% of the health budget goes to mental health with over 
90% of this allotted to psychiatric hospitals. Since the 1950s, psychiatric 
hospitals have been regarded as largely unnecessary due to the advent of 
psychotropic medication and psychosocial rehabilitation programs(11). There has 
been a growing movement toward deinstitutionalization, since services based in 
psychiatric hospitals have been found to be ineffective as compared to 
community based mental health care(44). Despite the shift away from psychiatric 
hospitals as best practice, such institutions still take up an overwhelming majority 
of the region’s mental health budget(44). It is evident that there is an insufficient 
investment in developing primary care and community-based approaches to 
providing mental health care.   
Although 70.2% of the Nigerian population is currently living on less that 
one United States Dollar per day, 95.4% of health expenditure is out of 
pocket(45). The National Health Insurance Scheme (NHIS) only has coverage of 
4% of the population. It is an optional contributory scheme that has only gained 
meaningful traction amongst civil service employees(45). The NHIS offers short 
term coverage for medication for affective mental disorders (including major 
depressive disorder, dysthymia and bipolar disorder) (41). As of 2006, the cost 
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for antipsychotics for one day was 7% of daily minimum wage and a day’s dose 
of antidepressants is 5% of daily minimum wage(41). For the 14.2% of the 
population who are unemployed and the millions who are earning less than or 
equal to minimum wage, this cost is prohibitive(46).  
Mental Health Services 
Mental health is not provided in a defined catchment basis and people are 
forced to seek service in the few health facilities which are often located in cities 
(41). There are only seven mental hospitals (federally funded standalone 
psychiatric hospitals) in the country(41).  Patients travel far distances to these 
centers and this distance along with the cost of transport is a barrier to seeking 
and continuing care (41). The 2006 AIMS report found that no facilities provide 
follow-up care in the community and there are no mental health mobile teams. 
There are five community based psychiatric inpatient units with a total of 124 
beds. There is only one community residential facility in the country and it is a 
missionary run drug rehabilitation facility with ten beds(41). Even though a large 
population of patients are predicted to be children, there is no facility dedicated to 
children and adolescents and there are no beds reserved for children and 
adolescents*(41).  
*The 2006 WHO AIMS study was done by studying facilities that were 
representative of Nigeria’s six geopolitical zones and excludes Aro 
Neuropsychiatric Hospital and the Uselu Psychiatric Hospital. These two sites 
are excluded in order to prevent overrepresentation of two geopolitical zones so 
that the findings can be useful to estimate the situation in Nigeria. Aro 
Neuropsychiatric Hospital has over 500 beds and has beds dedicated to child 
and adolescent patients.  
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Workforce 
There are about 150 psychiatrists in Nigeria, there are about five 
psychiatric nurses per 100,000 people and there are few other mental health 
professionals(10). As of 2006, 8 trained psychiatrists gradated from academic 
and educational institutions, 320 nurses graduated with one year of training in 
mental health care and 7 psychologists were trained(10). Nigeria struggles with 
brain drain, which is the migration of skilled workers to other, usually western 
countries in search of opportunity and better working conditions. Of the 71,740 
medical doctors trained in Nigeria, only 27,000 are practicing in the country 
though it needs more than 280,000 doctors to accommodate for its 
population(47). This trend follows in the mental health field where 25% of the 
psychiatrists trained in Nigeria have fled the country(41)(47).   
Collaboration with Other Sectors 
There is no data on the number of primary or secondary schools which 
have a mental health professional. About 20% of schools have school-based 
activities to prevent mental disorders by promoting mental health(41). Two to five 
percent of prisoners suffer from psychosis and 21-50% of prisons have at least 
one prisoner per month receiving treatment from mental health professionals. 
About 20% of law enforcement personnel have received educational training in 
mental health in the last five years. Approximately 51 to 80% of mental health 
facilities have programs to provide employment for patients with severe mental 
disorders. There are no social welfare benefits for mental disability(41).  
	25 	
 
Inadequacies in the mental health system have dire consequences on the 
population it is established to serve and the treatment gap remains wide.  
 
CASE STUDIES OF STRENGHTENING MENTAL HEALTH SYSTEMS 
DURING OR AFTER EMERGENCY 
WHO’s Building Back Better  
In 2013, the WHO released a document called Building Back Better. It is 
an analysis of ten regions which leveraged humanitarian responses to large 
scale disasters into an opportunity to strengthen their health systems(15). The 
case studies are; Afghanistan, Burundi, Indonesia, Iraq, Jordan, Kosovo, 
Somalia, Sri Lanka, Timor-Leste and West Bank and Gaza Strip(15). These are 
low or middle income countries or territories which have been directly affected by 
an emergency and have made changes to the mental health system. These 
cases have demonstrated effective ways that emergencies can be used to build 
better mental health systems during and after the emergency response and 
lessons learned may be useful to Nigeria.  
Below is the WHO’s summary of the cases as provided in the Building 
Back Better document. 
Afghanistan: Following the fall of the Taliban government in 2001, mental 
health was declared a priority health issue and was included in the 
country’s Basic Package of Health Services. Much progress has been 
made. For example, since 2001, more than 1000 health workers have 
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been trained in basic mental health care and close to 100 000 people 
have been diagnosed and treated in Nangarhar Province.  
Burundi: Modern mental health services were almost non-existent prior to 
the past decade, but today the government supplies essential psychiatric 
medications through its national drug distribution centre, and outpatient 
mental health clinics are established in several provincial hospitals. From 
2000 to 2008, more than 27 000 people were helped by newly established 
mental health and psychosocial services.  
Indonesia (Aceh): In a matter of years following the tsunami of 2004, 
Aceh’s mental health services were transformed from a sole mental 
hospital to a basic system of mental health care, grounded by primary 
health services and supported by secondary care offered through district 
general hospitals. Now, 13 of 23 districts have specific mental health 
budgets, compared with none a decade ago. Aceh’s mental health sys- 
tem is viewed as a model for other provinces in Indonesia.  
Iraq: Mental health reform has been ongoing since 2004. Community 
mental health units now function within general hospitals, and benefit from 
more stable resources. Since 2004, 80–85% of psychiatrists, more than 
50% of general practitioners, and 20–30% of nurses, psychologists, and 
social workers working in the country have received mental health training.  
Jordan: The influx of displaced Iraqis into Jordan drew substantial support 
from aid agencies. Within this context, community-based mental health 
care was initiated. The project’s many achievements built momentum for 
broader change across the country. New community-based mental health 
clinics helped more than 3550 people in need from 2009 to 2011.  
Kosovo; After the conflict, rapid political change generated an opportunity 
to reform Kosovo’s mental health system. A mental health taskforce 
created a new strategic plan to guide and coordinate efforts. Today, each 
of Kosovo’s seven regions offers a range of community-based mental 
health services.  
Somalia: The governance structure in Somalia has been fragmented for 
more than 20 years, and during most of that time the country has been 
riddled with conflict and emergencies. Despite these challenges, mental 
health services have improved. From 2007 to 2010, chains were removed 
from more than 1700 people with mental disorders.  
Sri Lanka: In the aftermath of the 2004 tsunami, Sri Lanka made rapid 
progress in the development of basic mental health services, extending 
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beyond tsunami-affected zones to most parts of the country. A new 
national mental health policy has been guiding the development of 
decentralized and community-based care. Today, 20 of the country’s 27 
districts have mental health services infrastructure, compared with 10 
before the tsunami.  
Timor-Leste: Building from a complete absence of mental health services 
in 1999, the country now has a comprehensive community-based mental 
health system. Today, the Timor-Leste National Mental Health Strategy is 
part of the Ministry of Health’s overall long-term strategic plan. Mental 
health-trained general nurses are available in around one quarter of the 
country’s 65 community health centres, compared with none before the 
emergency.  
West Bank and Gaza Strip: Significant improvements in the mental 
health system have been made over the past decade, towards 
community-based care and integration of mental health into primary care. 
In 2010, more than 3000 people were managed in community-based 
mental health centres across the West Bank and Gaza Strip.  
 
Through analysis of the strategies these 10 sites used to build their health 
systems, the WHO arrived at 10 major themes; these are: 
1. mental health reform was supported through planning for long-term 
sustainability from the outset 
2. the broad mental health needs of the emergency-affected population were 
addressed 
3. the government’s central role was respected 
4. national professionals played a key role 
5. coordination across agencies was crucial 
6. mental health reform involved reviews and revisions of national policies 
and plans 
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7. the mental health system was considered strengthened as a whole 
8. health workers were reorganized and trained 
9. demonstration projects offered proof of concept and attracted further 
support for mental health reform 
10.  advocacy helped maintain momentum for change 
 
These strategies may provide Nigeria with a useful platform toward developing a 
strategy to leverage the humanitarian response in Northeastern Nigeria to a 
sustained mental health system. 
 
Case Study of Lebanon 
 Other cases in which an emergency response has been translated into 
meaningful mental health system reform are Lebanon and Haiti. Lebanon is a 
middle-income country with a history of war and political unrest. It hosts about 
400,000 Palestinian refugees and more than 1 million Syrian refugees(48). 
Lebanon has seen an increase in prevalence of mental disorders especially 
amongst young and adolescent refugees from the Syrian civil war. As of 2011 it 
had a treatment gap of about 90%(49). To address the increased burden of 
mental illness and weakness in its mental health system, the government of 
Lebanon has begun a 5-year strategy(48). It has created a task force Mental 
Health and Psychosocial Support Task Force (MHPSS TF) which is coordinating 
the emergency response to achieve the goals of the National Mental Health 
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Programme (NMHP) using the Mental Health and Substance Use Strategy for 
Lebanon 2015–2020 which was established by the Lebanese Ministry of Health 
in 2015(48). Lebanon is now focused on developing and training a workforce 
using the mhGAP and integrating mental health care into primary health 
care(50).  
The successes of the NMHP so far have been attributed to three strategic 
decisions made by the MoH;  
• to merge the humanitarian and the development agendas  
• to maximize resources by creating synergies between different 
stakeholders and agendas through a national task force and participatory 
process  
• to streamline evidence-based mental health policy in all sectors(48).  
Case Study of Haiti 
Another example where the national mental health system was strengthened 
after an emergency is Haiti. Haiti is the poorest nation in the Western 
hemisphere(51). In 2010, it was hit with a devastating earthquake which resulted 
in massive casualties, displacement and loss of property and infrastructure. The 
mental health system was weak and unable to accommodate for the increased 
mental health burden. In the emergency response, Partners In Health, an NGO, 
worked in collaboration with Haiti’s Ministry of Health called Zanmi Lasante (ZL), 
to develop a sustainable mental health system. ZL established an evidence-
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based planning and implementation framework to scale up integration of mental 
health into the primary health care system(52).  
 
APPLICATION OF FINDINGS TO NIGERIA 
Findings of the case studies where mental health systems were strengthened 
may be useful to improve Nigeria’s mental health system. The government of 
Nigeria has already recognized a need for reform and has highlighted its goals 
for reform in the 2013 Mental Health Policy, but there has been little 
implementation of the planned reform. In Nigeria, each state has independence 
in its action toward national goals. The emergency response can be leveraged 
into implementation of the goals for mental health reform in Northeastern Nigeria. 
Findings from the implementation and momentum may be used toward mental 
health reform on the national level. 
 
Application of WHO’s Building Back Better Findings 
The ten strategies found in the WHO’s Building Back Better may be useful 
toward mental health care reform in Northeastern Nigeria and Nigeria as a whole. 
1. Mental health reform was supported through planning for long-term 
sustainability from the outset 
In the cases analyzed, early commitment to mental health reform was useful in 
creating sustainability(6). This included extension of short term funding for the 
emergency response into longer term funding for system reform. It also involved 
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planning for the government to assume the service provider role in the long term. 
Thus, Northeastern Nigerian states which are now seeing an influx of mental 
health care resources may benefit from proactively establishing a plan to take 
over provision of mental health services after the emergency response. An early 
commitment to sustaining provision of mental health care services may help 
Northeastern Nigerian states gain the momentum of actualizing the goals of the 
national policy for long-term mental health system reform.  
 
2. The broad mental health needs of the emergency-affected population were 
addressed 
In the cases, there was favorable outcome when the range of mental health 
needs were addressed without singular focus on only one disorder(6). For 
example, preventing situations where there is exclusive focus on one disorder 
such as PTSD or when there is provision of support for only common mental 
disorders without addressing the needs of those with severe mental disorders(6). 
Key stakeholders could ensure that the emergency response in Northeastern 
Nigerian follow the Inter-Agency Standing Committee (IASC) Intervention 
Pyramid and its guidelines to ensure the response has a structure of inclusivity 
and a comprehensive approach to provision of care. Therefore an inclusive and 
comprehensive emergency response can contribute to a similarly structured 
mental health system.  
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3. The government’s central role was respected 
In the Building Back Better cases, reform was enacted by the government 
through strengthening governance structures and working closely with NGOs(6). 
Lack of prioritization has been a major barrier to mental health care reform in 
Nigeria. As the government plays a central role, the government becomes 
directly invested in mental health. Therefore strengthened governance and 
government investment in the emergency response could translate to investment 
of leadership in the mental health system.  
 
4. National professionals played a key role 
The local workforce were on the forefront of shaping and promoting mental 
health reform. International experts and agencies became involved only to the 
extent they were invited(6). This helps local healthcare workers and governance 
take ownership of both the emergency response and long-term effort to 
strengthen the mental health system. Health workers recruited from local 
communities contribute to sustainable, culturally appropriate interventions(6). 
This is useful for sustainability because even after international agencies leave, 
health care workers who have participated or have seen their colleagues 
participate, will be more inclined to view mental health as a priority that they are 
able to contribute their skill toward  
 
5. Coordination across agencies was crucial 
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For example, Kosovo established a Mental Health Task Force to coordinate 
efforts and Jordan established a National Committee for Mental Health to steer 
efforts(6). Such coordination will be useful not only for an effective emergency 
response in Northeastern Nigeria, but also beyond it and on the national scale. 
Such a committee can help collect finding of the emergency response and 
suggest how they can be more effectively sustained for the long term. Such a 
committee can also coordinate with stakeholders on the national level in order to 
provide advice for national implementation efforts. Nigeria does not have a 
mental health desk. This is a sector of the Ministry of Health dedicated to mental 
health. Demonstrated success of a coordinating body may amplify the need for a 
national mental health desk.  
 
6. Mental health reform involved reviews and revisions of national policies and 
plans 
The emergency response may provide Nigeria with a momentum to change 
ineffective practices and replace them with those that have proven to be more 
effective. Although Nigeria already has a recently revised policy, through the 
realities of providing mental health services, stakeholders may become aware of 
previously unanticipated needs, strategies and challenges. Therefore the findings 
of monitoring and evaluation and an influx of interest may contribute to further 
revision of the mental health policy. Additionally, it may inspire establishment of a 
national implementation plan.  
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7. The mental health system was considered strengthened as a whole 
Many of the cases studies of Building Back Better reviewed and assessed their 
mental health systems as a whole; including all levels from community to tertiary 
care in order to evaluate improvements(6). Therefore a comprehensive reform 
was beneficial instead of a focus on only one level of care. Currently the Nigerian 
mental health system has invested largely in the tertiary level (psychiatric 
hospitals) and has neglected to develop other levels of mental health care. The 
WHO case studies have demonstrated that such an approach cannot be applied 
toward mental health system reform. Instead it is best to focus on system-wide 
services strengthening. 
 
8. Health workers were reorganized and trained 
The emergency responses provided an opportunity to reorganize, train and 
provide supervision to health workers(6). Northeastern Nigeria has a shortage of 
mental health care workers. The emergency response may be used as an 
opportunity to fill in gaps by developing new cadres of mental health workers and 
developing a system of training and supervising health workers.  
 
9. Demonstration projects offered proof of concept and attracted further support 
for mental health reform 
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A demonstration project is a report that tests and measures the effect that a 
program change has on challenges (53). It provides proof of concept and 
encourages funding. Outcome of the cases studied showed that obtaining longer 
term funding was associated with having demonstration projects that were 
directly linked to discussions and plans for mental health reform. Adoption of this 
strategy may be useful to for advocating for increased funding for the currently 
underfunded mental health sector. 
 
10. Advocacy helped maintain momentum for change 
Advocacy for an improved mental health system helps maintain the momentum 
for reform after the emergency response. Advocacy was most successful when 
diverse groups of people participate in working toward mental health reform(6). 
Therefore increased demand from various stakeholders in Northeastern Nigeria 
for an improved mental health system may be beneficial. This will require 
addressing barriers to advocacy such as stigma and misconceptions about 
mental illness. 
 
Systems-Strengthening Interventions and Services  
Many agencies providing mental health services follow the Inter-Agency 
Standing Committee (IASC) Guidelines on Mental Health and Psychosocial 
Support in Emergency Settings and the Sphere Handbook(15). Both are tools to 
aid design and structure of mental health service provision in emergencies. 
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These guidelines include an intervention pyramid (Figure 1), which is intended to 
guide emergency response interventions for mental health and psychosocial 
support. Implementers such as IOM follow this model to provide mental health 
interventions in Northeast Nigeria(30). Beyond the emergency response, this 
model translates into a useful model for organizing mental health systems as 
demonstrated by the WHO Service Organization Pyramid (Figure 2)(15).  
 
Figure 1. The IASC and Sphere Project Intervention Pyramid for mental 
health and psychosocial support (15) 
 
The IASC intervention pyramid is a layered system of support that attempts to 
meet the mental health needs of various groups in a population(28). The 
intervention pyramid and its corresponding guidelines are used in the emergency 
response. These actions could translate into a practical means of implementing 
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some of the aims of Nigeria’s mental health policy and ultimately to strengthening 
the mental health system. An ideal strengthened and sustainable mental health 
system is summarized in the WHO Service Organization Pyramid (Figure 2). The 
model emphasizes that population mental health needs cannot be met through 
one service level alone. Instead development of all levels is necessary(28).  Most 
care should be in self-care, community care, and primary care. Thereby 
decentralizing mental health care from specialist psychiatric services(28).   
 
Figure 2. WHO Service Organization Pyramid(34) 
 
Following the IASC Intervention pyramid and its associated guidelines for an 
emergency response can translate to a sustained structure for the mental health 
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system as summarized in the WHO Service Organization Pyramid (Figure 2). 
Below is a summary of how this could be achieved.  
Basic Services and Security 
In an emergency response, as depicted at the bottom of the pyramid, basic 
services and security should be primary level interventions. These are services 
that are available to a wide range of the population. These interventions ensure 
protection of population well being through establishment of services and 
governance that address basic needs such as food, shelter, security, water and 
basic health care(28). Implementation of these interventions may involve 
collaboration with other sectors and may serve as an avenue to influence those 
sectors to deliver services in ways that promote mental health and psychosocial 
wellbeing(28).  
 These population level interventions play a large and valuable role in 
promoting self-care and preventative measures. This drives down the 
expenditure of the mental health sector because many mental disorders are 
prevented and those who need treatment are passed along the continuum of 
care(54). This is done by increasing advocacy, dispersing information about 
mental health and efforts to reduce stigma(54). These efforts are accompanied 
by increasing access to mental health services and raising awareness on the 
availability of those services if needed(54).  
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Community and Family Support 
The next layer of the IASC pyramid are emergency interventions that build 
capacity for community and family support(28). These are protective factor that 
foster resilience against mental illness(29). These interventions scale up the 
community’s existing resources for resilience and helps reduce stigma. This can 
be both preventative and therapeutic interventions that involves groups such as 
religious groups, women’s groups and youth groups(28).  
The WHO affirms that mental health care in all countries should be focused 
on services that can be easily accessed in the community(15). These 
interventions contribute to the informal community care layer of the WHO Service 
Organization Pyramid. Therefore, continued development of such interventions 
will be useful to the mental health system because the interventions provide 
community based care which depend on user and community engagement(54). 
Such interventions are useful toward reducing stigma and cost, large obstacles to 
mental health care in Nigeria.  
Focused, Non-specialized Support 
This layer of the IASC Intervention pyramid involves individual, family or 
group interventions headed by trained and supervised non-specialist 
workers(28). It reduces the burden on scarce health care workers while 
expanding the mental health care workforce. The surge of mental health 
specialists is useful both in the short term and the long term as they train existing 
non-specialized personnel(15).   
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These interventions are useful toward scaling up primary care mental health 
services, community mental health services and services in general hospitals. 
Nigeria could make use of tools such as the mhGAP which can be used to train 
non-specialist health care workers on delivering mental health care(13). This 
could be useful in overcoming Nigeria’s insufficient mental health care workforce. 
For example in Jordan, 200 primary health care workers were trained using the 
mhGAP-IG and now courses are taught by local trainers(6). Nigeria, like Jordan 
can benefit from the expansion of the mental health workforce through training 
non-specialists.   
Specialized Services 
The specialized services layer includes services for individuals who suffer 
from severe mental disorders and have significant limitations to functioning due 
to mental illness. There is a relatively small percent of the population that 
requires such specialized care. These interventions include psychiatric and 
psychological support from specialized healthcare workers(28). In the emergency 
response, since such services are very scarce and many IDPs are unable to 
reach the psychiatric hospital, decentralization from the institution is necessary. 
Such an approach is also best practice for mental health systems. 
The WHO Service Organization Pyramid shows that specialized services are 
the most costly layer of a mental health system. A relatively few percentage of 
the population needs these service and they should see relatively low usage. 
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Thus a shift from depending on these services will be beneficial to Nigeria as it 
would cut down on cost and promote more efficient use of resources.  
If Northeastern Nigeria has a coordinated emergency response that follows 
the structure of the IASC Intervention Pyramid, Nigeria could shift to adopting a 
similar structure for its mental health system.  
 
Decentralization to Community Based Services 
The case studies mentioned above demonstrated a shift from dependence on 
expensive tertiary institutions to community-based services. Similarly, the IASC 
Intervention Pyramid and the WHO Service Organization Pyramid suggests that 
decentralization from specialized care is an effective system for delivering mental 
health care. Community based care is effective because it reaches a broader 
amount of people closer to where they live and work(55)(56). In doing so, it 
reduces or eliminates major barriers to care such as distance and cost. The 
WHO has suggested that an effective means of providing accessible mental 
health is by integrating mental health services into primary health care (PHC) 
(55).  
Integration of mental health services into primary health care involves primary 
health workers who can deliver mental health services in primary health care 
settings(55). Such community based services are usually closer and easier to 
access than tertiary institutions. Due to, the proximity of health care centers, 
patients and their families have less financial burden associated with cost of 
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transportation or loss of workdays in order to make an appointment (55). 
Integration of mental health into primary health care helps to reduce stigma for 
people with mental disorders and their families(55). Since people can come into 
the PHC setting seeking any sort of care, people who seek mental health care 
face less stigma(55). 
In Nigeria, there are very few health workers to match the large needs of its 
population. Integration to primary health care will involve training and supervising 
existing health care workers to diagnose, treat or refer patients who present with 
mental illness. This is a process of task shifting whereby specialists train and 
supervise non-specialist health care workers to provide care(57). Additionally, 
People who suffer from mental illness will have improved access to care. Mental 
illness is often comorbid with physical health problems such as cancer, 
HIV/AIDS, tuberculosis and others. Trained PHC workers are able to address the 
holistic needs of patients - both physical and mental(55).   
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Figure 3: WHO’s Reasons for Integrating Mental Health Care into Primary 
Health Care(58) 
 
Though the efficacy of the shift from centralized mental health care to 
community based care has been supported, many countries like Nigeria, 
continue to center its mental health care structure around psychiatric hospitals. In 
emergencies decision-makers become more willing to consider options beyond 
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the status quo. An emergency response with a focus on community-based care 
will provide lessons on implementation and evidence of efficacy. Demonstrated 
success in Northeastern Nigeria may springboard a nationwide shift to a 
community based model of mental health care delivery(15).  
The emergency response can be leveraged to garner political will, to provide 
a momentum of change to more effective evidence-based practices and to 
inspire systemic change. Through monitoring and evaluation of the emergency 
response, key stakeholders are able to review the impact of the services 
provided and can assess the benefits and challenges associated with improved 
access to mental health care. Decision makers will have the data to make 
evidence based decisions about the nature of mental health care to provide.  
 
CONCLUSION 
The insurgency in Northeastern Nigeria has increased the vulnerability of 
conflict-affected populations in the region to mental disorders. The vulnerability 
attributable to the conflict compounds upon pre-existing challenges including high 
rates of unemployment, poverty and social inequality. Nigeria has a weak mental 
health system to support its general population and high-risk populations in 
Northeastern Nigeria.  
With the onset of the conflict, there has been an emergency response to 
accommodate increasing mental health needs. History and research has shown 
that the mental health consequences of conflict are many and long-lasting. For 
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effective recovery and rehabilitation in the region post-conflict, a strong mental 
health system is essential. Additionally, an effective national mental health 
system is a right of the Nigerian people and the emergency response may be 
useful toward strengthening it.  
To achieve a strengthen mental health system the government of Nigeria 
could: 
- ensure a strong emergency response for Northeastern Nigeria. With 
mechanisms for monitoring and evaluation in place 
- make an early commitment to seizing the emergency response as an 
opportunity to strengthen the mental health system as a whole 
- create a strategy for long-term systems strengthening using findings from 
the WHO’s Building Back Better  
- use tools such as the IASC Intervention Pyramid and the WHO Service 
Organization Pyramid to guide service provision 
- demand that key stakeholders make mental health a priority 
- work toward decentralization and scaling up community based services 
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